
Abstract. Synchronous adenocarcinomas of the colon
represent a rare situation, characterized by the presence of
at least two colonic malignancies separated by at least 4-cm
distance, in the absence of submucosal spread. Gastrocolic-
cutaneous fistulas also represent a rare complication
associated with the presence of colonic or gastric
adenocarcinomas. We present the case of a 61-year-old
patient who presented for abdominal pain, vomiting, weight
loss and cutaneous exteriorization of purulent liquid.
Intraoperatively, a large centro-abdominal tumor with
gastroduodenal, pancreatic and colonic invasion was found
in association with a synchronous left colonic tumor. The
tumors were resected en bloc with distal gastrectomy,
cephalic pancreatoduodenectomy, segmental enterectomy,
subtotal colectomy and upper abdominal lymph node
dissection. The histopathological studies revealed the
presence of two synchronous colonic tumors: one located on
the transverse colon, with pancreatic, duodeno-jejunal and
gastric invasion and gastrocolic-cutaneous fistula, and a
second one located on the left colon. Both tumors proved to
be moderately differentiated colonic adenocarcinomas. At 1-
year follow-up the patient remains free of any recurrent
disease.

Multiple colonic adenocarcinomas were first reported by
Czemy et al. in 1880 and have a reported incidence of 2-8%
(1-3). According to the time of development, multiple colonic
adenocarcinomas are classified as synchronous and

metachronous. Synchronous colonic carcinomas usually
involve the rectum and the colon and, according to Cunliffe
et al.’s study, these tumors can coexist at the time of
diagnosis or can be detected within a 6-month period
postoperatively (1). The main histopathological feature which
defines synchronous colonic malignancies is the presence of
a distance of at least 4 cm between the two lesions, in the
absence of submucosal spread which, when present,
characterizes the metastatic origin of the distal tumor (4).
Most often these synchronous lesions are seen in elderly
patients, octogenarians being most frequently reported, and
usually affect the rectum and sigmoidal colon (1, 5, 6). In the
context of a transverse colon adenocarcinoma, the
development of a complex fistula has been explained through
two theories: the first suggests a contiguous spread through
the gastrocolic ligament of neoplastic cells from the colon to
the gastric wall, while the second theory holds that a tumor
ulceration arises which induces a peritoneal reaction; this
phenomenon will create peritumoral adhesions and
perforation in the adjacent organs (7). According to the
involved viscera, these fistulas are classified as external if
cutaneous involvement is present, or internal if other internal
viscera are involved; furthermore, according to the number of
involved viscera, fistula can be classified as simple or
complex: complex (or complicated) fistula refers to the
situation in which multiple visceral involvement is
encountered (8, 9). Reported for the first time by Albrecht
von Haller in 1755 in the context of a gastric tumor (10),
gastrocolic fistulas usually occur in the context of gastric or
transverse colonic cancer; other situations in which these
fistulas might be encountered include inflammatory bowel
disease, congenital disorders or iatrogenic origin, after
percutaneous endoscopic gastrostomy tube migration (11).

We present the case of a patient with synchronous left and
transverse colon adenocarcinoma with gastrocolic-cutaneous
fistula, and review relevant literature.
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Case Report

A 61-year-old patient presented for abdominal pain,
vomiting, weight loss and cutaneous exteriorization of
purulent liquid (Figure 1). The preoperative studies revealed
the presence of a gastrocolic-cutaneous fistula, probably
secondary to the presence of a malignant process involving
the large gastric curvature and the transverse colon. An
upper digestive endoscopy was performed and revealed the
presence of an infiltrated, tumoral area on the greater
curvature, in association with the presence of a fistular
orifice. The lower digestive endoscopy revealed the
presence of a left colic tumor at 45 cm from the external
anal orifice in association with a synchronous transverse
colonic tumor with a central fistular orifice. The patient was
submitted to surgery; a large centro-abdominal tumor with
gastroduodenal, pancreatic and colonic invasion was found
in association with a synchronous left colonic tumor. The
tumors were resected en bloc with distal gastrectomy,
cephalic pancreatoduodenectomy, segmental enterectomy,
subtotal colectomy, parietal resection and upper abdominal
lymph node dissection (Figures 2-8).

The macroscopic examination of the specimen revealed
an 11×7×6 cm tumor with gastroduodenal and colonic
invasion and a second tumor located at a distance of 5 cm
from the first, measuring 3 cm, which diminished the
lumen of the left colon. The histopathological studies
revealed the presence of two synchronous colonic tumors:
one located on the transverse colon, with pancreatic,
duodeno-jejunal and gastric invasion and gastrocolic-
cutaneous fistula, and the second located on the left colon,
while the parietal wall and the adjacent area of the skin
presented no signs of tumoral invasion. Both tumors proved
to be moderately differentiated colonic adenocarcinomas.
The microscopic analysis also revealed the presence of
lymph node metastasis in one out of the 12 retrieved lymph
nodes. In order to exclude the association of a gastric
tumor, immunohistochemical studies were performed and
revealed positivity for cytokeratin-20 (CK20), CK7 and
caudal-type homeobox transcription factor (CDX2),
supporting the diagnosis of colonic adenocarcinoma
infiltrating the gastroduodenal wall.

Postoperatively, the patient developed a febrile
syndrome with unknown origin; computed tomography
performed on the seventh postoperative day excluded any
intra-abdominal collection or abscess which might explain
the origin of the febrile episode. A conservative antibiotic
treatment was administered with good results, the patient
being discharged on the 16th postoperative day. One
month later, he underwent six cycles of adjuvant
chemotherapy with 5-fluorouracil and folinic acid being
administered. At 1-year follow-up the patient remains free
of any recurrent disease.

Discussion

The true incidence of synchronous colorectal carcinoma is
not well known due to the fact that in some cases, the second
malignancy can easily be overlooked, hence the real
incidence might by higher than that reported; however, most
authors agree that the incidence ranges between 1.1 and
8.1%, with higher rates in Europe and Asia, and a lower rate
in America (12). Regarding the age at presentation, most
authors report that it is usually higher for those with
synchronous lesions when compared to those with solitary
lesions (1, 5, 6, 12); however, there is no common
consensus, other studies revealing similar ages for the two
pathological entities (13). In regard to the association of
predisposing conditions, it has been reported that
synchronous colonic malignancies usually occur in patients
presenting inflammatory bowel diseases such as ulcerative
colitis, Crohn’s disease or hyperplastic colonic polyposis
(14-16). When it comes to the most frequent locations of
synchronous colorectal tumors, most authors agree that the
most commonly involved sites are the sigmoidal colon and
rectum (1, 5, 6, 12); however, some authors demonstrated
that the ascending colon is particularly interesting, probably
due to the presence of certain genetic predisposing factors
(12), while others reported that synchronous tumors usually
occur in the same segment of the colon or close to each other
(13, 17). However, the sine qua non condition for defining
synchronous, independent colorectal tumors (i.e. not a
primary tumor with a distant metastasis) is the presence of
at least 4 cm between the two lesions, with no sign of
submucosal invasion between the two lesions (4). According
to this criterion, our case can be considered as a case of
synchronous colonic adenocarcinoma, the distance between
the two lesions being 5 cm in the absence of submucosal
spread. The particularities of our case in regard to the
presence of synchronous lesions were the absence of any
predisposing condition (such as colonic polyposis or
inflammatory bowel disease), the location of the lesions
(involving the transverse colon and the left colon, and not
the right, sigmoidal colon or rectum, as it has been reported
as common location), as well as the relative young age at
diagnosis. 

Another particularity of the case was the presence of local
invasion of the transverse colic tumor, necessitating multiple
visceral resections in this area, as well as the presence of the
complex gastrocolic-cutaneous fistula. The presence of local
invasion of the transverse colonic tumor as well as the
presence of the complex fistula required an aggressive surgical
procedure consisting of subtotal colectomy en bloc with distal
gastrectomy, pancreatoduodenectomy, segmental enterectomy
and parietal wall resection in association with upper
abdominal lymph node dissection. The necessity for extensive
surgery has been widely demonstrated in patients presenting
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Figure 1. The orifice of the chronic cutaneous fistula.

Figure 2. Initial intraoperative aspect: large upper abdominal mass
invading the stomach, the duodenum, the transverse colon and the
parietal wall.

Figure 4. The aspect after en bloc mobilization of the tumor with distal
gastrectomy, transverse colectomy, pancreatoduodenectomy and lymph
node dissection.

Figure 3. Initial intraoperative aspect: association of the second tumor
on the left colon.
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Figure 5. Preparing the pancreatic body for transection.

Figure 6. The general aspect after pancreatic transection.
Figure 8. Biliary and pancreatico-jejunal anastomosis were protected
by stent placement.

Figure 7. The final aspect after en bloc removal of the tumors with
subtotal colectomy, distal gastrectomy, cephalic pancreatoduodenectomy
and segmental enterectomy.



synchronous colonic lesions (12). The rationale for this
aggressive surgical approach consisting of multiple visceral
resections has been widely demonstrated by those who studied
the benefits of debulking surgery for advanced-stage colonic
cancer (18). The propensity of colonic cancer to spread via
peritoneal and lymphatic route, inducing in this way peritoneal
carcinomatosis and lymph node metastases without
parenchymatous lesions with hematogenous origin, enabled
consideration of debulking surgery in these cases (19, 20). The
benefits reported so far in patients with advanced-stage or
relapsed ovarian cancer presenting disseminated lesions, as
well as the progress reported in hepatobiliopancreatic surgery,
encouraged surgeons worldwide to perform pancreatic,
splenic, gastroduodenal and hepatic resections as part of
debulking surgery for advanced-stage disease, with acceptable
rates of postoperative complications (18-27). The acceptable
rates of postoperative morbidity, as well as the long-term
survival rates, demonstrated the efficacy of these procedures,
which for a long time had been considered not to be
appropriate, and even contraindicated if upper abdominal
involvement was present (28, 29). 

When it comes to the impact of synchronous colonic
lesions on survival, different opinions have been expressed;
while one of the first authors who studied the impact of
synchronous lesions on survival demonstrated a poorer
prognostic of these cases when compared to those who had
been diagnosed with solitary lesions (15), more recent
studies demonstrated similar survival rates; moreover, other
prognostic factors, such as histopathological subtype and
association of genetic mutations, should be taken into
consideration in order to predict survival (12, 30).

The other particularity of our case was the association of
a complex gastrocolic-cutaneous fistula at the time of
presentation. Usually seen during the postoperative or
postprocedural periods, complex digestive tract fistulas also
occur in patients with inflammatory bowel disease or
advanced neoplastic processes (8-11, 31-34). In the study
conducted by Gluszek et al. and published in 2011, 32
patients with digestive tract fistulas were included; among
these cases, association of a neoplastic process was seen in
four and consisted of bronchoesophageal fistula due to
pulmonary or esophageal carcinoma in three cases and an
enterovaginal fistula due to an anal carcinoma in one case.
In all four cases, conservative management was attempted,
consisting of antibiotic treatment, parenteral nutrition,
analgesic drugs, proton pump inhibitors and gastrostomy
tube placement (in one case), followed by palliative care. In
other seven cases, intestinal fistulas were reported and were
surgically managed in most cases; however, in all these cases
the underlying process which induced the development of
fistula consisted of inflammatory bowel disease and not a
neoplastic process, all patients having a good postoperative
outcome (34). 

Initially, before the 1930s, patients presenting with
gastrocolic fistulas were routinely submitted to excision of the
fistulous tract en bloc with the involved gastric and colonic
segment, while the continuity of the digestive tract was re-
established by a Billroth I or Billroth II anastomosis and a
side-to-side colo-colonic anastomosis. However, at that time,
most cases developed severe postoperative complications (35,
36). Due to this fact, one decade later, Pfeiffer proposed
preliminary colostomy prior to resection, with better outcomes
(37). However, in more recent decades, such multiple visceral
resections have been performed with better results in terms of
early postoperative outcomes and long-term survival,
especially in cases in which adjuvant chemotherapy is
administered (7, 38, 39). Forshaw et al. reported the case of a
24-year-old patient who was diagnosed with a gastrocolic
fistula associated with a transverse colonic tumor; the patient
was successfully submitted to radical, en bloc resection
consisting of a subtotal gastrectomy, transverse colectomy and
small bowel resection, followed by six cycles of 5-fluorouracil
and folinic acid, and was alive with no signs of recurrent
disease at 10-year follow-up (7). A similar case was reported
by Matsuo et al.; a 72-year-old patient was diagnosed with a
transverse colonic tumor with gastrocolic fistula and was
submitted to a two-thirds distal gastrectomy and right
colectomy; the authors reviewed the results of 14 similar cases
which had been reported until then in the Japanese literature
and underlined that although resection was possible in nine
cases, long-term survival was reported for only one case (39).

When it comes to local invasion and the association of a
complex gastrocolic-cutaneous fistula, these two aspects
represent another particularity of our case. The long period of
evolution of the malignant process, as well as the associated
peritumoral inflammatory processes, might explain the
development of a complex gastrocolic-cutaneous fistula. The
long evolution of the neoplasia might also explain the
necessity for performing such an extensive procedure also
involving a pancreatoduodenectomy. Complex fistula itself
usually requires subtotal gastrectomy and transverse colonic
resection; however, the deep infiltration of the duodenal wall
and of the pancreatic head in our case also necessitated
cephalic pancreatoduodenectomy, significantly increasing the
risk of postoperative complications. Although during the
postoperative period the patient had a difficult evolution in the
first week, due to the development of a febrile syndrome of
unknown origin, the final postoperative course was uneventful,
the patient being discharged on the 16th postoperative day. 

Conclusion

Synchronous colonic adenocarcinoma and complex
gastrocolic-cutaneous fistulas due to transverse colonic
cancer represent two atypical situations that were revealed
in the same patient in our case. Although an aggressive
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surgical approach was followed, the overall postoperative
evolution of the patient was a favorable one, with no signs
of recurrent disease or distant metastases being reported at
1-year follow-up. In conclusion, the presence of such a
complex situation should not preclude performing a complete
cytoreduction, while good results still being possible. 
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